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Abstract

Background: Thyroid dysfunction during pregnancy is associated with adverse outcomes for both mother and
fetus. The present meta-analysis was conducted to evaluate thyroid dysfunction in Iranian pregnant women.

Methods: We registered this review at PROSPERO (registration number: CRD42020166655). The research steps in
this systematic review and meta-analysis were performed according to the MOOSE protocol, and finally, reports
were provided based on the PRISMA guidelines. The literature search was performed in October 2019 using the
international online databases, including Web of Science, Ovid, Science Direct, Scopus, EMBASE, PubMed/Medline,
Cochrane Library, EBSCO, CINAHL, Google Scholar as well as national databases were reviewed. Data were extracted
after applying the inclusion and exclusion criteria and qualitative evaluation of the studies. I2 index and Q test were
used to assess differences in studies. All analyses were performed using Comprehensive Meta-Analysis Software. P-
value less than 0.05 was considered statistically significant. We identified 1261 potential articles from the databases,
and 426 articles remained after removing the duplicate and unrelated studies. After evaluating the full text, 52
articles were removed.

Results: Finally, 19 eligible studies including 17,670 pregnant women included for meta-analysis. The prevalence of
thyroid dysfunction in Iranian pregnant women was 18.10% (95%CI: 13.89–23.25). The prevalence of hypothyroidism,
clinical hypothyroidism, and subclinical hypothyroidism in Iranian pregnant women was respectively estimated to be
13.01% (95%CI: 9.15–18.17), 1.35% (95%CI: 0.97–1.86) and 11.90% (95%CI: 7.40–18.57). The prevalence of hyperthyroidism,
clinical hyperthyroidism, and subclinical hyperthyroidism in Iranian pregnant women was respectively estimated to be
3.31% (95%CI: 1.62–6.61), 1.06% (95%CI: 0.61–1.84) and 2.56% (95%CI: 0.90–7.05). The prevalence of anti-thyroperoxidase
antibody was estimated to be 11.68% (95%CI: 7.92–16.89).

Conclusion: The results of this meta-analysis showed a high prevalence of thyroid disorders, especially hypothyroidism.
The decision to recommend thyroid screening during pregnancy for all women is still under debate, because the positive
effects of treatment on pregnancy outcomes must be ensured. On the other hand, evidence about the effect of thyroid
screening and treatment of thyroid disorders on pregnancy outcomes is still insufficient. Nevertheless, a large percentage
of general practitioners, obstetricians and gynecologists perform screening procedures in Iran.
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Background
Hypothyroidism during pregnancy has negative effects
on the mother and baby. Treatment or non-treatment of
mothers have had a profound impact on their children’s
future intellectual development [1]. Hypothyroidism
during pregnancy is associated with adverse outcomes
for both mother and fetus. Specifically, pregnant women
with hypothyroidism and even subclinical types are at
increased risk for experiencing complications such as re-
current pregnancy loss, neonatal death, preeclampsia,
placental abruption, gestational hypertension, gestational
diabetes, low birth weight (LBW), preterm birth, fetal
distress, intrauterine fetal demise, and deteriorated intel-
lectual function [2–8].
Pregnancy has profound physiological effects on thy-

roid gland function [9]. During pregnancy, the thyroid
gland size increases by 10% in countries with adequate
iodine and to a greater extent in countries with iodine
deficiency [10]. Thyroid hormone deficiency and iodine
requirement both increase approximately by 50% as part
of physiology during pregnancy [11]. In addition, preg-
nancy is a stressful condition for the thyroid gland,
resulting in hypothyroidism in women with limited thy-
roid reserve or iodine deficiency.
The incidence of hyperthyroidism is much lower

than hypothyroidism. In 2 to 5 cases per 1000 preg-
nancies, non-treatment is significantly associated with
a higher frequency of labor complications such as
preeclampsia, preterm birth, LBW, fetal death and
perinatal loss [12].
Nevertheless, routine screening for hypothyroidism

during pregnancy is a controversial subject. However,
some advocates have recommended it [13]. The
American College of Obstetricians and Gynecologists
(ACOG) not recommends routine screening for thy-
roid function in during pregnancy, which is due to
insufficient evidence regarding the effect of
hypothyroidism screening and treatment on pregnancy
outcomes [14]. Quite the contrary, the American Thy-
roid Association (ATA) has recommended targeted
high-risk case finding screening, and laboratory
screening limits thyroid-stimulating hormone (TSH)
levels only to high-risk cases [1].
A recent report by Nazarpour et al. [15] showed that

according to the screening checklist for high-risk cases
in thyroid screening during pregnancy, which was sug-
gested by the ATA, over 35% of pregnant women with
thyroid dysfunction are overlooked.
Most sources available for assessing the prevalence

and outcomes of hypothyroidism during pregnancy are
based on populations in Western countries. However,
thyroid function is associated with iodine intake, envir-
onmental factors, diet, habitat, and genetic susceptibility
that may vary between populations. It is therefore

necessary to estimate the prevalence of thyroid dysfunc-
tion in different populations [16].
Several studies have been performed in regard with thy-

roid dysfunction in pregnant women in Iran [15, 17–34].
Nevertheless, these studies revealed significantly different
results, with the prevalence of hypothyroidism ranging
from 0.4 to 34.4% and hyperthyroidism from 0.7 to 16.7%.
Since meta-analyses combine multiple studies with the
same purpose, and they can provide a more reliable esti-
mate by increasing the sample size and reducing the confi-
dence interval [35–37], the present meta-analysis was
conducted to evaluate thyroid dysfunction in Iranian preg-
nant women.

Method
Study protocol
The research steps, including literature search strategy,
study selection, data extraction and outcome report were
performed according to the Meta-analyses Of Observa-
tional Studies in Epidemiology (MOOSE) protocol [37],
and finally, reports were provided based on the Preferred
Reporting Items for Systematic Review and Meta-analysis
(PRISMA) guidelines (Additional file 1) [38]. Each step of
the study was performed by two independent authors. Dis-
agreements were resolved through discussion or the in-
volvement of a third author (JH). We registered this review
at PROSPERO (registration number: CRD42020166655),
available at: https://www.crd.york.ac.uk/PROSPERO/dis-
play_record.php?RecordID=166655.

Search strategy
The PROSPERO database and the national and inter-
national databases were first reviewed to find relevant
published or ongoing projects. After ensuring the ab-
sence of a previous similar study until October 1, 2019,
the international online databases, including Web of
Science, Ovid, Science Direct, Scopus, EMBASE,
PubMed/Medline, Cochrane Library (Cochrane Database
of Systematic Reviews - CDSR), EBSCO, CINAHL, as
well as national databases, including Magiran (http://
www.magiran.com/), Scientific Information Database
(SID) (http://www.sid.ir/), Regional Information Center
for Science and Technology (RICST) (http://en.ricest.ac.
ir/), Barakat Knowledge Network System (http://health.
barakatkns.com), Civilica (https://www.civilica.com/),
Iranian National Library (http://www.nlai.ir/) Iranian Re-
search Institute for Information Science and Technology
(IranDoc ((https://irandoc.ac.ir), and elmnet (https://
elmnet.ir) were reviewed. Google Scholar was also used
to retrieve online articles on the subjects that might have
been missed from online databases to increase the com-
prehensiveness of the search. References of all remained
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articles were manually assessed to identify all potential
studies. Conference abstracts were also reviewed in case
of having useful information. Combined search was done
based on Medical Subject Headings (MeSH) keywords
such as “prevalence”, “epidemiology”, “frequency”, “inci-
dence”, “pregnant”, “gestational”, “pregnancy”, “prenatal
care”, “thyroid”, “hypothyroidism”, “hyperthyroidism”, “per-
oxidase antibody”, “TPOAb”, and “Iran” using Boolean op-
erators (AND/ OR). Finally, the references in the retrieved
articles were also reviewed. An example of combined search
in PubMed database is as follows: (prevalence OR epidemi-
ology OR frequency OR incidence) [All terms] AND (preg-
nant OR gestational OR pregnancy OR prenatal care) [All
terms] AND (thyroid OR hypothyroidism OR hyperthy-
roidism OR peroxidase antibody OR TPOAb) [All terms]
AND (Iran) [Affiliation].

Inclusion criteria
Inclusion criteria were all epidemiologic studies aimed at
assessing thyroid dysfunction in pregnant women in
English and Persian languages without limitation in pub-
lication date according to PICO (Patient, Population, or
Problem; Intervention, Prognostic Factor, or Exposure;
Comparison or Intervention [if appropriate]; Outcome)
[39]: (1) Population: all Iranian pregnant women popula-
tion, in all age ranges; (2) Intervention: diagnosis of any
thyroid dysfunction by laboratory results for confirmed
thyroid dysfunction; (3) Comparison: variable aimed for
prevalence of thyroid dysfunction, hypothyroidism, and
hyperthyroidism such as geographical area, sample size,
year of the study, quality of studies and etc.; (4) Out-
come: Estimate the prevalence of overall thyroid dys-
function, hypothyroidism, and hyperthyroidism.

Exclusion criteria
Exclusion criteria were as follows: (1) non-random sam-
pling, (2) duplicate studies, (3) non-Iranian studies, (4)
population other than pregnant women, (5) not relevant
to the target subject, (6) participants with specific dis-
eases (e.g., gestational diabetes), (7) unspecified diagnos-
tic intervention, (8) poor qualitative evaluation, and (9)
case reports, review articles, letters to the editor without
qualitative data.

Study selection and data extraction
Two reviewers (M.A and M.Sh) independently reviewed
the titles and abstracts of all identified records, and at
this point, duplicate and unrelated studies were ex-
cluded. Duplicate articles were identified manually or
using EndNote X7 Application. Then, both reviewers
screened the articles independently to review eligible
studies according to inclusion and exclusion criteria.
Both reviewers independently extracted the data from

the articles. Any disagreement between the data extrac-
tors was resolved by consensus or by the third author.
Data summary form was prepared in Microsoft Excel

sheet, which included: First author’s name, year of publi-
cation, year of the study, study design, region, mean age
and standard deviation, mean gestational age and stand-
ard deviation, trimester of pregnancy, method of diag-
nosing thyroid dysfunction and cut-off point for each of
the tests, sampling technique, sample size, number of
positive thyroid dysfunction cases, number of positive
cases of hypothyroidism (clinical and subclinical) and
hyperthyroidism (clinical and subthreshold), and number
of positive cases of anti-thyroid peroxidase antibody.

Definitions
In this study, thyroid disorder was defined as all cases of
positive hypothyroidism and hyperthyroidism.

Qualitative evaluation
The adapted Newcastle-Ottawa Scale (NOS) was used
for cross-sectional studies to evaluate the quality of stud-
ies [40]. The maximum attainable score was 9. Three
categories, including scores below 6, scores 6 to 7, and
scores 8 to 9 were respectively defined as low, medium
and high quality for the studies.

Statistical analysis
I2 index and Q test were used to assess differences in
studies. Its value may vary from 0 to 100% and the
values of 75, 50 and 25% respectively indicate high,
medium and low heterogeneity among studies [41, 42].
In addition, P < 0.1 was used to determine heterogeneity.
Considering the high heterogeneity of the studies, we
performed a meta-analysis based on the random effects
model and reported the results based on pooled preva-
lence and 95% confidence interval (CI). Diagnosis of het-
erogeneity between studies was performed based on
meta-regression and subgroup analysis. Sensitivity ana-
lysis was performed by omitting one study at a time to
evaluate the consistency of the results. Funnel plots and
Begg and Egger’s tests were used to evaluate publication
bias [43, 44]. All analyses were performed using Com-
prehensive Meta-Analysis Software ver 2. P-value less
than 0.05 was considered statistically significant.

Results
Description of included studies
We identified 2244 potential articles from the databases,
and 1420 articles remained after removing the duplicate
and unrelated studies. After evaluating the full text, 52
articles were removed for at least one of the following
reasons: non-random sampling (n = 21), non-Iranian
studies (n = 9), study population other than pregnant
women (n = 8), sample size smaller than 100 participants
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(n = 1), participants with specific diseases (e.g., gestational
diabetes) (n = 3), unspecified diagnostic intervention
(n = 2), poor qualitative evaluation (n = 0), and case
reports, review articles, letters to the editor without
qualitative data (n = 8). This process is illustrated in
Fig. 1. Finally, 19 eligible studies were used for meta-
analysis (Table 1). The mean age of the study partici-
pants was 26.73 (95% CI: 25.89–27.56) years.

Thyroid dysfunction
The prevalence of thyroid dysfunction in 8420 Iranian
pregnant women was 18.10% (95% CI: 13.89–23.25) in
11 studies. Heterogeneity was high among the studies:
(Heterogeneity: I2 = 96.95%, P < 0.001) (Fig. 2a). Sensitivity
analysis by omitting one study showed that the overall es-
timate is robust (Fig. 2b).

Subgroup analysis of thyroid dysfunction
Subgroup analysis of thyroid dysfunction was significant
in terms of geographical area (P = 0.014), year of the
study (P < 0.001) and sample size (P = 0.020), but was
not significant in terms of quality of studies (P = 0.177)
(Additional file 2).

Hypothyroidism
The prevalence of hypothyroidism (in 17 studies with a
sample size of 15,208 people), clinical hypothyroidism (in
12 studies with a sample size of 11,920 people), and sub-
clinical hypothyroidism (in 12 studies with a sample size
of 11,920 people) in Iranian pregnant women was respect-
ively estimated to be 13.01% (95% CI: 9.15–18.17), 1.35%
(95% CI: 0.97–1.86) and 11.90% (95% CI: 7.40–18.57)
(Fig. 3). Sensitivity analysis by omitting one study showed
the overall results to be robust (Additional file 3).

Subgroup analysis of hypothyroidism
Subgroup analysis of hypothyroidism prevalence was sig-
nificant in terms of year of the study (P = 0.003) and
sample size (P = 0.043), but was not significant in terms
of geographical area (P = 0.573) and quality of studies
(P = 0.210) (Additional file 4).
Subgroup analysis of clinical hypothyroidism prevalence

was not significant in terms of geographic regions (P =
0.210), year of the study (P = 0.944), sample size (P =
0.885) and quality of studies (P = 0.132) (Additional file 5).
Subgroup analysis of subclinical hypothyroidism preva-

lence was significant in terms of year of the study

Fig. 1 PRISMA flowchart

Sepasi et al. BMC Pregnancy and Childbirth          (2020) 20:405 Page 4 of 15



Ta
b
le

1
Su
m
m
ar
y
of

ch
ar
ac
te
ris
tic
s
in

st
ud

ie
s
in
to

a
m
et
a-
an
al
ys
is

Re
f.

Fi
rs
t
au
th
or
,P
ub

lis
he

d
Ye
ar

Ye
ar

Pl
ac
e

N
um

be
r

G
A
a

M
et
ho

d
C
rit
er
ia

Q
ua
lit
y

sc
or
e

[1
7]

N
ag
hs
hi
ne

h
E,
20
12

20
10
–

11
Is
fa
ha
n

10
57

N
R

N
R

H
yp
ot
hy
ro
id
is
m
:T
SH

>
2.
50

m
IU
/L

7

[1
8]

M
an
so
ur
ia
n
A
R,
20
10

20
07
–

08
G
or
ga
n

12
0

Fi
rs
t
tr
im

es
te
r

EL
IS
A
m
et
ho

d
fo
r
TS
H

H
yp
er
th
yr
oi
di
sm

:T
SH

<
0.
32

m
IU
/L

7

[1
9]

N
ad
er
iT
,2
01
2

20
10

Ke
rm

an
62
0

<
20

w
ee
k

EL
IS
A
m
et
ho

d
fo
r
TS
H
an
d
fT
4

C
lin
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
4
m
IU
/L
;s
ub

cl
in
ic
al
hy
po

th
yr
oi
di
sm

:
2
<
TS
H
<
4
m
IU
/L

an
d
FT
4
<
0.
07

ng
/d
L

8

[2
0]

D
eh

gh
an
iZ

ah
ed

an
i

M
,2
01
0

20
07
–

08
Ba
nd

ar
A
bb

as
60
8

A
ll
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
TS
H
an
d
EL
IS
A

m
et
ho

d
fo
r
A
nt
i-T
PO

A
b

cl
in
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
3.
5
m
IU
/L

an
d
FT
4
<
1.
3
ng

/d
L;
su
bc
lin
ic
al

hy
po

th
yr
oi
di
sm

:T
SH

>
3.
5
m
IU
/L

an
d
FT
4
>
1.
3
ng

/d
L;
hy
pe

rt
hy
ro
id
is
m
:

TS
H
<
0.
3
m
IU
/L

an
d
FT
4
>
4.
6
ng

/d
L;
TP
O
A
b
po

si
tiv
e:
>

75
IU
/m

L

8

[2
1]

Bo
rz
ou

ei
Sh
,2
01
9

20
15
–

16
H
am

ad
an

85
2

Fi
rs
t
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
T4
,I
RM

A
fo
r
TS
H

an
d
EL
IS
A
fo
r
an
ti-
A
nt
i-T
PO

A
b

C
lin
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
2.
5
m
IU
/L

an
d
lo
w

FT
4
or

TS
H

≥
10

m
IU
/L
;s
ub

cl
in
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
2.
5
m
IU
/L

an
d
no

rm
al

FT
4;
su
bc
lin
ic
al
hy
pe

rt
hy
ro
id
is
m
:T
SH

<
0.
1
m
IU
/L

an
d
no

rm
al
(F
T4

an
d
FT
3)
;s
ub

cl
in
ic
al
hy
pe

rt
hy
ro
id
is
m
:T
SH

<
0.
1
m
IU
/L

an
d
hi
gh

(F
T4

or
FT
3)
;A

nt
i-T
PO

A
b
po

si
tiv
e:
>

40
IU
/m

L

7

[2
2]

Ra
hm

at
el
ah
iM

,2
01
6

20
16
–

17
Sh
ah
ro
od

36
9

<
20

w
ee
k

N
R

C
lin
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
4
m
IU
/L

w
ith

lo
w

FT
4;
Su
bc
lin
ic
al

hy
po

th
yr
oi
di
sm

:T
SH

>
4
m
IU
/L

w
ith

no
rm

al
FT
4;
cl
in
ic
al
hy
pe

rt
hy
ro
id
is
m
:

TS
H
<
0.
4
m
IU
/L

an
d
el
ev
at
ed

FT
4;
su
bc
lin
ic
al
hy
pe

rt
hy
ro
id
is
m
:

TS
H
le
ve
l<

0.
4
m
IU
/L

an
d
w
ith

no
rm

al
FT
4

7

[2
3]

Sa
ki
F,
20
14

20
11
–

12
Sh
ira
z

58
6

15
–1
8
w
ee
k

EC
L
m
et
ho

d
fo
r
TS
H
an
d
T4

C
lin
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
3
m
IU
/L

an
d
lo
w

FT
4
or

TS
H

≥
10

m
IU
/L
;3

<
TS
H
<
10

m
IU
/L

an
d
no

rm
al
FT
4;
cl
in
ic
al

hy
pe

rt
hy
ro
id
is
m
:T
SH

<
0.
2
m
IU
/L

an
d
el
ev
at
ed

FT
4
or

TS
H
<
0.
1;

su
bc
lin
ic
al
hy
pe

rt
hy
ro
id
is
m
:0
.1
≥
TS
H
≥
0.
2
m
IU
/L

an
d
no

rm
al
FT
4

8

[2
4]

Lo
tf
al
iz
ad
eh

M
,2
01
7

20
12
–

13
M
as
hh

ad
10
00

Fi
rs
t
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
TS
H
an
d
EL
IS
A

m
et
ho

d
fo
r
FT
4

H
yp
ot
hy
ro
id
is
m
:T
SH

>
3
m
IU
/L

7

[2
5]

Ya
ss
ae
e
F,
20
14

20
08
–

12
Te
hr
an

31
58

N
R

C
LI
A
m
et
ho

d
fo
r
TS
H
an
d
T4

C
lin
ic
al
hy
po

th
yr
oi
di
sm

:T
SH

>
2.
5
m
IU
/L

in
th
e
fir
st
tr
im

es
te
r
or

TS
H
>
3
m
IU
/L

in
th
e
se
co
nd

or
th
ird

tr
im

es
te
r,
w
ith

no
rm

al
FT
4

(0
.8
–1
.7
ng

/d
L)
;T
SH

>
2.
5
m
IU
/L

an
d
FT
4
<
0.
8
ng

/d
L

8

[2
6]

M
eh

ra
n
L,
20
13

20
04
–

06
Te
hr
an

29
9

A
ll
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
of

TT
4
an
d
TT
3

an
d
IR
M
A
m
et
ho

d
fo
r
TS
H

A
nt
i-T
PO

A
b:

>
40

IU
/m

L
8

[2
7]

M
or
ad
iS
,2
01
3

20
12

Te
hr
an

58
4

A
ll
tr
im

es
te
r

IR
M
A
fo
r
TS
H
an
d
by

RI
A
fo
r
FT
4,

T4
,T
3,
T3
RU

an
d
an
ti-
TP
O

Th
e
re
fe
re
nc
e
ra
ng

e
fo
r
TS
H
is
0.
2–
2.
5
m
IU
/L

in
th
e
fir
st
tr
im

es
te
r

an
d
0.
3–
3.
0
m
IU
/L

in
th
e
th
ird

tr
im

es
te
r.

9

[1
5]

N
az
ar
po

ur
S,
20
16

20
13
–

14
Te
hr
an

14
80

N
R

RI
A
an
d
IR
M
A
m
et
ho

ds
T4

fo
r
TS
H

C
lin
ic
al
hy
po

th
yr
oi
di
sm

:5
<
TS
H
<
10

m
IU
/L

an
d
FT
4
<
1
ng

/d
L
or

TS
H
≥
10

m
IU
/L
;s
ub

cl
in
ic
al
hy
po

th
yr
oi
di
sm

:2
.5
<
TS
H
<
10

m
IU
/L

an
d

1
<
FT
4
<
4.
5
ng

/d
L;
cl
in
ic
al
hy
pe

rt
hy
ro
id
is
m
:T
SH

<
0.
02

m
IU
/L

an
d
FT
4
>
4.
5
ng

/d
L;
su
bc
lin
ic
al
hy
pe

rt
hy
ro
id
is
m
:T
SH

<
0.
02

m
IU
/L

an
d

1<
FT
4
<
4.
5
ng

/d
L;
A
nt
i-T
PO

A
b
po

si
tiv
e:
>
50

m
IU
/L

8

[2
8]

Ki
an
po

ur
M
,2
01
9

20
17

Is
fa
ha
n

41
8

Fi
rs
t
tr
im

es
te
r

N
R

hy
po

th
yr
oi
di
sm

:T
SH

>
2.
5
m
IU
/L
;h
yp
er
th
yr
oi
di
sm

:T
SH

<
0.
1
m
IU
/L
;

A
nt
i-T
PO

A
b
po

si
tiv
e:
>

60
m
IU
/L

8

[2
9]

Ta
gh

av
iM

,2
00
9

20
06
–

08
M
as
hh

ad
50
0

Fi
rs
t
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
TS
H
,F
T4

an
d
FT
3

TS
H
le
ve
l>

4
m
IU
/L

an
d
re
du

ce
d
FT
4
co
nc
en

tr
at
io
n
as

cl
in
ic
al

hy
po

th
yr
oi
di
sm

;T
SH

le
ve
l>

4
m
IU
/L

an
d
no

rm
al
se
ru
m

FT
4

co
nc
en

tr
at
io
n
as

cl
in
ic
al
hy
po

th
yr
oi
di
sm

;T
SH

le
ve
l<

0.
4
m
IU
/L

an
d
el
ev
at
ed

FT
4
co
nc
en

tr
at
io
n
as

cl
in
ic
al
hy
pe

rt
hy
ro
id
is
m

8

Sepasi et al. BMC Pregnancy and Childbirth          (2020) 20:405 Page 5 of 15



Ta
b
le

1
Su
m
m
ar
y
of

ch
ar
ac
te
ris
tic
s
in

st
ud

ie
s
in
to

a
m
et
a-
an
al
ys
is
(C
on

tin
ue
d)

Re
f.

Fi
rs
t
au
th
or
,P
ub

lis
he

d
Ye
ar

Ye
ar

Pl
ac
e

N
um

be
r

G
A
a

M
et
ho

d
C
rit
er
ia

Q
ua
lit
y

sc
or
e

[3
0]

N
az
ar
po

ur
S,
20
18

20
13
–

16
Te
hr
an

18
43

Fi
rs
t
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
T4

an
d
IR
M
A

m
et
ho

d
fo
r
TS
H
an
d
IE
M
A
m
et
ho

d
fo
r
A
nt
i-T
PO

A
b

C
lin
ic
al
hy
pe

rt
hy
ro
id
is
m
:T
SH

<
0.
1
m
IU
/L

an
d
FT
4
>
4.
5
ng

/d
L;
cl
in
ic
al

hy
po

th
yr
oi
di
sm

:T
SH

>
10

m
IU
/L

or
TS
H
>
2.
5
m
IU
/L

an
d
FT
4I
<
1
ng

/d
L;

su
bc
lin
ic
al
hy
po

th
yr
oi
di
sm

:e
le
va
te
d
TS
H
(2
.5
–1
0
m
IU
/L
)a

nd
no

rm
al
FT
4I
(1
–4
.5
ng

/d
L)
;A

nt
i-T
PO

A
b-
po

si
tiv
e:
>

50
m
IU
/L

9

[3
1]

Za
ng

en
eh

M
,2
01
5

20
11
–

12
Ke
rm

an
sh
ah

12
00

<
16

w
ee
k

EL
IS
A
m
et
ho

d
Re
fe
re
nc
e
re
ne

ge
fo
r
TS
H
is
0.
27
–4
.2
m
IU
/L

an
d
fo
r
FT
4I
is
5.
13
–1
4.
6

7

[3
2]

M
al
ek
iN

,2
01
4

20
11
–3

Bu
sh
eh

r
31
3

24
–2
8
w
ee
k

RI
A
m
et
ho

d
fo
r
FT
4
an
d
FT
3

Re
fe
re
nc
e
re
ne

ge
in

th
e
fir
st
,s
ec
on

d
an
d
th
ird

tr
im

es
te
rs
fo
r

TS
H
0.
1–
2.
5
m
IU
/L
,0
.2
–3
.0
m
IU
/L
;a
nd

0.
3–
3.
0
m
IU
/L
,r
es
pe

ct
iv
el
y.

7

[3
3]

Sa
rk
ha
il
P,
20
16

20
04
–

06
Te
hr
an

12
0

A
ll
tr
im

es
te
r

RI
A
m
et
ho

d
fo
r
TT
4
an
d
TT
3
an
d

IR
M
A
fo
r
TS
H

Re
fe
re
nc
e
re
ne

ge
in

th
e
fir
st
,s
ec
on

d
an
d
th
ird

tr
im

es
te
rs
ar
e

TS
H
(0
.2
–3
.9
,0
.5
–4
.1
,a
nd

0.
6–
4.
1
m
IU
/l)
;T
T4

(8
.2
–1
8.
5,
10
.1
–2
0.
6,

an
d
9–
19
.4
≥
g/
dL
);
an
d
TT
3
(1
37
–2
78
,1
54
–3
27
,a
nd

13
7–
32
3
ng

/d
L)
,

re
sp
ec
tiv
el
y.

7

[3
4]

M
el
la
ti
A
li
A
ve
st
iS
F,

20
03

20
02

Za
nj
an

50
0

Fi
rs
t
tr
im

es
te
r

IR
M
A
m
et
ho

d
fo
r
TS
H
an
d
RI
A

m
et
ho

d
fo
r
FT
4

N
R

6

N
R
N
ot

re
po

rt
ed
,T
SH

th
yr
oi
d-
st
im

ul
at
in
g
ho

rm
on

e,
m
IU
/L

M
ill
i-i
nt
er
na

tio
n
al

un
its

pe
r
lit
re
,T
3
tr
iio
do

th
yr
on

in
e,
T4

Th
yr
ox
in
e,
G
A
G
es
ta
tio

na
la

ge
,E
LI
SA

En
zy
m
e-
lin

ke
d
im

m
un

os
or
be

nt
as
sa
y,
RI
A
Ra

di
oi
m
m
un

oa
ss
ay
,I
RM

A
Im

m
un

or
ad

io
m
et
ric

as
sa
y,
CL
IA

C
he

m
ilu
m
in
es
ce
nt

im
m
un

oa
ss
ay
,I
EM

A
im

m
un

oe
nz
ym

om
et
ric

as
sa
y,
an

ti-
TP
O
A
b
an

ti-
th
yr
op

er
ox
id
as
e
an

tib
od

y

Sepasi et al. BMC Pregnancy and Childbirth          (2020) 20:405 Page 6 of 15



(P = 0.006) and but was not significant in terms of
geographical area (P = 0.196), sample size (P = 0.249)
and quality of studies (P = 0.560) (Additional file 6).

Hyperthyroidism
The prevalence of hyperthyroidism (in 11 studies with a
sample size of 6697 people), clinical hyperthyroidism (in
6 studies with a sample size of 4738 people), and subclin-
ical hyperthyroidism (in 6 studies with a sample size of
4738 people) in Iranian pregnant women was respectively
estimated to be 3.31% (95% CI: 1.62–6.61), 1.06% (95% CI:
0.61–1.84) and 2.56% (95% CI: 0.90–7.05) (Fig. 4). Sensi-
tivity analysis by omitting one study demonstrated the
overall results to be robust (Additional file 7).

Subgroup analysis of hyperthyroidism
Subgroup analysis of hyperthyroidism prevalence was
statistically significant in terms of geographical area (P <
0.001) and sample size (P = 0.048), but was not signifi-
cant in terms of year of the study (P = 0.118) and quality
of studies (P = 0.346) (Additional file 8).

The prevalence of thyroid peroxidase
The prevalence of anti-thyroperoxidase antibody (anti-
TPO Ab) in 6084 Iranian pregnant women was esti-
mated to be 11.68% (95% CI: 7.92–16.89) (Fig. 5).

Meta-regression
Meta-regression model in terms of year of the study was
significant for the prevalence of thyroid dysfunc-
tion (meta-regression coefficient: 0.106, 95% CI 0.049 to
0.164, P < 0.001) and hypothyroidism (meta-regression
coefficient: 0.129, 95% CI 0.034 to 0.225, P = 0.007) but
was not significant for clinical hypothyroidism (meta-re-
gression coefficient: 0.014, 95% CI -0.099 to 0.128, P =
0.806), subclinical hypothyroidism (meta-regression co-
efficient: 0.071, 95% CI -0.043 to 0.187, P = 0.221),
hyperthyroidism (meta-regression coefficient: -0.100,
95% CI -0.275 to 0.073, P = 0.257), clinical hyperthyroid-
ism (meta-regression coefficient: -0.087, 95% CI -0.245
to 0.070, P = 0.276), subclinical hyperthyroidism (meta-
regression coefficient: -0.234, 95% CI -0.542 to 0.072,

Fig. 2 Prevalence of thyroid dysfunction in pregnant Iranian women (a) and sensitivity analysis (b)
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P = 0.134), and anti-TPO Ab (meta-regression coeffi-
cient: -0.0255, 95% CI -0.134to 0.083, P = 0.646) (Fig. 6).

Publication bias
The publication bias for the studies is shown in Add-
itional file 9. Significance levels were also calculated for
thyroid dysfunction (Begg = 0.029 and Egger’s = 0.001),

hypothyroidism (Begg = 0.003 and Egger’s = 0.004), clin-
ical hypothyroidism (Begg = 0.029 and Egger’s = 0.001),
subclinical hypothyroidism (Begg = 0.058 and Egger’s =
0.010), hyperthyroidism (Begg = 0.533 and Egger’s =
0.002), clinical hyperthyroidism (Begg = 0.999 and
Egger’s = 0.269), subclinical hyperthyroidism (Begg =
0.763 and Egger’s = 0.026), and anti-TPO Ab (Begg =
0.710 and Egger’s = 0.368).

Fig. 3 Prevalence of hypothyroidism (a), clinical hypothyroidism (b), subclinical hypothyroidism in pregnant Iranian women
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Discussion
This study is the first systematic review and meta-
analysis about thyroid disorders in Iranian pregnant
women to date. The prevalence of thyroid dysfunction in
Iranian pregnant women was estimated to be 18.10%.
The prevalence of thyroid dysfunction was reported to
be varied in other studies in China (10.2–15.6%) [45,
46], Spain (16.6%) [47], India (13.25%) [48], and Belgium
(15.3%) [49]. Thyroid dysfunction is the second

endocrine disorder (after diabetes mellitus) that affects
women of reproductive age [50]. Thyroid disorders are
associated with a number of diseases such as celiac dis-
ease, dermatitis, chronic hepatitis, lupus, Addison’s dis-
ease, ovarian insufficiency, rheumatoid arthritis, type 1
diabetes, while various factors such as smoking, birth con-
trol pills, some medications, history of ovarian cyst, diet,
autoimmune factors, radiation, and thrombocytopenia are
among the predisposing factors [51–53].

Fig. 4 Prevalence of hyperthyroidism (a), clinical hyperthyroidism (b), subclinical hyperthyroidism in pregnant Iranian women
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The reported data on the function of thyroid during preg-
nancy varies according to epidemiological, environmental
and analytical factors. Recent studies have shown that
thyroid disorders may occur more frequently than pre-
viously estimated [45, 47, 49, 54–58]. In the present
study, the prevalence of hypothyroidism was 13.01%
(overt [1.35%] and subclinical [11.90%]). The prevalence
of hypothyroidism during pregnancy ranges from 2.5–
3% [56, 57] to 6.3–7.5% [45, 54] in different studies, yet
it reached 15.5% in a recent study by Blatt in United
States [55]. The prevalence of overt hypothyroidism has
been reported in 0.3–1.9% of pregnancies and subclin-
ical hypothyroidism has been reported in approximately
5.5% of pregnancies [58, 59].
It is important to note the cutoff points defined for

hypothyroidism; according to one study, if cutoff value
of above 4.5 mIU was used for TSH test, the incidence
of hypothyroidism was 5.5%, whereas using cutoff levels
above 2.5 mIU [60] showed that 27.6% of women were
positive in terms of hypothyroidism, which is five times
higher. This highlights the importance of using specific
biochemical parameters to properly evaluate thyroid
function in pregnancy [47]. In our meta-analysis, pooled
estimate of thyroid dysfunction is conditioned by the
utilization of specific cut-off values, according to the

current guidelines endorse the use of specific reference
ranges.
In the present study, the prevalence of hyperthyroid-

ism was estimated to be 3.31% (overt [1.06%] and sub-
clinical [2.56%]) in the present study. Other studies have
reported that hyperthyroidism occurs in about 0.2–1.0%
of all pregnancies, with overt hyperthyroidism occurring
in 0.1 to 0.4% of pregnancies and subclinical in up to 1%
of pregnancies [12, 48, 61–63].
Undesirable effects of thyroid disorders on the out-

comes of pregnancy have been shown in various studies
[3, 53, 64]. However, the effectiveness of treatment has
also become a challenge. Recent meta-analyses investi-
gating the therapeutic effect of levothyroxine supple-
mentation on pregnancy outcomes have shown that
miscarriage rates and preterm birth rates are reduced in
women with subclinical hypothyroidism or autoimmune
thyroid diseases [64, 65]. Another systematic review and
meta-analysis showed that levothyroxine treatment signifi-
cantly improved pregnancy outcomes (such as delivery
rates) and significantly reduced pregnancy complications
(such as miscarriage) [66] in women with subclinical
hypothyroidism undergoing assisted reproductive technol-
ogy. The results of the study by Abalovich [52] et al. show
that the prenatal development does not depend on

Fig. 5 Prevalence of anti-thyroperoxidase antibody (a) and sensitivity analysis (b) in pregnant Iranian women
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whether the hypothyroidism is overt or subclinical but de-
pends on the type of treatment received. Effective treat-
ment of hypothyroidism during pregnancy minimizes the
risks and, in general, makes it possible to have pregnancy
without complications. On the other hand, some other

systematic reviews where levothyroxine has not been ef-
fective such as Akhtar et al. [67].
Public screening for thyroid disease before or during

pregnancy is still controversial. For screening to be rec-
ommended, the disease must be prevalent, it must show

Fig. 6 Meta-regression for prevalence of thyroid function disorder (a), hypothyroidism (b), clinical hypothyroidism (c), subclinical hypothyroidism
(d), hyperthyroidism (e), clinical hyperthyroidism (f), subclinical hyperthyroidism (g) and anti-thyroperoxidase antibody (h) in pregnant
Iranian women
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adverse health consequences and must be curable. Ac-
cording to the guidelines of the ATA, there is insufficient
evidence to recommend public screening for abnormal
TSH concentrations in early stages of pregnancy. There-
fore, this association recommends targeted TSH test if any
of the following risk factors are identified in all patients
who intend to become pregnant or have recently become
pregnant: 1. Hypothyroidism/hyperthyroidism or symp-
toms/signs of thyroid dysfunction; 2. Positive type of thy-
roid antibody or detection of goiter; 3. History of radiation
therapy to the head and neck or previous thyroid surgery;
4. Over 30 years of age; 5. Type 1 diabetes or other auto-
immune disorders; 6. History of miscarriage, preterm
labor or infertility; 7. Multiple previous pregnancies (≥2);
8. Family history of autoimmune thyroid disease or thy-
roid dysfunction; 9. Morbid obesity (Body Mass Index
(BMI) ≥ 40 kg/m2); 10. Use of amiodarone or lithium, or
recent administration of radiographic iodinated contrast;
and 11. Residence in a region known for moderate to se-
vere iodine deficiency [68]. Compared to global screening,
the case-finding strategy has a low sensitivity, in which 30
to 80% of women with hypothyroidism are missed, and
this has been confirmed in numerous studies and many
women suffering from isolated hypothyroxinemia are not
identified [54, 56, 69].
According to the guidelines of European Thyroid As-

sociation in 2014, most authors recommend global
screening for the beneficial therapeutic effects of
hypothyroidism, and emphasize on the fact that a tar-
geted approach leads to the detection of a high percent-
age of women with subclinical hypothyroidism [70]. The
Spanish Society of Endocrinology and Nutrition [13] and
the Indian Thyroid Society [71] have advocated global
screening in early stages of pregnancy or before preg-
nancy. A survey of members of professional associations
showed that 42.7% of respondents in Latin America and
43% in Europe perform global screening [72, 73], while
only 21% of members of the Asia-Oceania Thyroid As-
sociation (AOTA) perform this [74], and 74% of ATA
members support such an approach [75].
Another important point in public screening is cost-

effectiveness; if the usefulness of a screening model is
definitively proven, women’s global screening in the first
trimester appears to be cost-effective [76–78]. A study
by Dosiou et al. [79] demonstrated the cost-effectiveness
of universal screening of pregnant women with anti-
TPO Ab and TSH antibodies in the first trimester of
pregnancy compared to a high-risk screening strategy.
Based on sensitivity analyses, even when the benefits of
screening were limited to the diagnosis and treatment of
overt hypothyroidism, screening was very cost-effective
at less than $8000/quality-adjusted life-year [80].
This study has several strengths. It utilized a compre-

hensive search strategy based on the MOOSE protocol to

maximize the possibility of identifying relevant literature.
On the other hand, the research was independently car-
ried out by two authors, and the differences were resolved
by group discussion. In cases where there was some ambi-
guity in the article, we contacted the first author or the
corresponding author. We used random effects model to
evaluate the data to provide a conservative estimate of the
prevalence of thyroid disorders, and subgroup analysis
and meta-regression model were performed to detect the
cause of heterogeneity and to evaluate the publication
bias. Finally, the limitation of our study is related to limita-
tions of national databases in combined searches, the lack
or absence of studies showing the prevalence of thyroid
dysfunction in some geographical areas such as north and
east of Iran is another limitation.
There was significant heterogeneity between the stud-

ies for thyroid dysfunction and given the available data,
we could attribute this difference to geographic area,
year of the study and sample size based on subgroup
analysis. In addition, the prevalence of hypothyroidism
was significantly different according to the year of the
study and sample size, whereas the prevalence of sub-
clinical hypothyroidism was dependent on year of the
study and hyperthyroidism was dependent on geograph-
ical area and sample size, and yet it seems that other dif-
ferences, such as differences in diagnostic criteria [47] or
race [81] are also effective; reviewing these cases was not
possible using the data available.
The overall prevalence of thyroid disorders and

hypothyroidism during pregnancy in Iran is increasing
over time, so it is necessary for Iranian health policy-
makers to take the necessary intervention measures in
this regard.
For future studies, it is recommended that: 1. a cost-

effective screening for TSH be performed during preg-
nancy in the Iranian population. 2. More studies should
be conducted to assess the effect of treating thyroid dis-
orders, especially hypothyroidism (clinical and subclin-
ical), on the outcomes of pregnancy for clinical decision-
making.

Conclusion
This study provides policymakers and physicians with
comprehensive data regarding the status of thyroid
disease. The results of this meta-analysis showed a high
prevalence of thyroid disorders, especially hypothyroidism.
The decision to recommend thyroid screening during
pregnancy for all women is still under debate, because the
positive effects of treatment on pregnancy outcomes must
be ensured. On the other hand, evidence about the effect
of thyroid screening and treatment of thyroid disorders on
pregnancy outcomes is still insufficient. Nevertheless, a
large percentage of general practitioners, obstetricians and
gynecologists perform screening procedures in Iran.
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